Dear Sir,

I read with interest the recent case report, "laparoscopic cholecystectomy and appendicectomy in situs inversus totalis: a case report and review of literature," written by Borgaonkar *et al*.\[[@ref1]\]

I want to share a few technical aspects of laparoscopic cholecystectomy in situs inversus patients. For right-handed surgeons, dissection of Calot\'s triangle using unskilled non-dominant left hand, manipulation may be cumbersome, not precise.

We can overcome this difficulty using three techniques:

Dissection of Calot\'s triangle using right hand via the epigastric port, by allowing first assistant to retract on Hartmann\'s pouch, as the author has described.\[[@ref2]\]Dissection of Calot\'s triangle can be done by using a forceps through the trocar located in midline between epigastric and umbilical ports; traction on Hartmann\'s pouch can be done by left hand of the surgeon via epigastric port.\[[@ref3]\]Surgeon standing between legs of the patient in lithotomy position

However, left-handed surgeon has a clear advantage, because he is able to alternate the performance of dissection manoeuvres between the right and left hand as has been reported in the literature.\[[@ref4]\]

I, also, want to share one clinical aspect of this case. Most patients present with left-sided upper abdominal pain. However, about 10% of patients with left-sided cholelithiasis present with right-sided abdominal pain. This phenomenon has been observed for both visceral biliary pain and somatic pain in cases of cholecystitis and suggests that the central nervous system may not share in the general transposition. I have seen one case of appendicitis who presented with pain in right iliac fossa; we found that the patient had situs inversus in ultrasonogram and dextrocardia in chest x-ray. We have done laparoscopic appendicectomy, which is present in left iliac fossa. A high index of suspicion is hence the key to avoiding mishaps in patients with situs inversus presenting with an acute abdomen.\[[@ref5]\]
